laceration at the level of the internal os which opened up the right broad ligament. The broad ligament cavity and cervix were plugged for 48 hours and no further hamorrhage occurred. This differed from Dr. Andrews' case in the hmmorrhage being external and the lesion very easily dealt with. A possible explanation of Dr. Andrews' case is that a varicose vein in the broad ligament was ruptured at a point some distance from the cervical wall. If the bleeding had been from the uterine artery it must have been quite close to the torn cervical wall, and the blood would have escaped into the vagina.
Dr. AMAND ROUTH: It is dangerous to use vaseline when dilating, for though dilatation is easier to secure, it is more difficult to avoid laceration. For facilitating dilatation I have found that the insertion by the nurse of a glycerine wool tampon or pessary encourages physiological secretion from the cervix, with accompanying relaxation of the tissues, as seen in the first stage of labour.
Dr. ANDREWS (in reply): If I have to enucleate a submucous fibroid larger than a walnut I almost always cut through the cervix and lower part of the body of the uterus so as to get plenty of room. I have not dared to suggest that there was an abnormal vessel in the broad ligament in this case, although the suggestion was made by someone else during the operation, as there was a large thin-walled vein seen in the upper part of the left broad ligament. The Syphilitic Placenta. By EARDLEY HOLLAND, Ml.D. DURING the course of an investigation into the causes of foetal ,death, I have had opportunity to examine a large number of placentas. Included in these is a series of placentas belonging to syphilitic -foetuses. All modern text-books describe certain changes in the placenta in cases *of foetal syphilis. Although I can present nothing new in the way of histological or other changes, yet' I have thought that members of this Section would be interested to know the results of the examination of a -series of syphilitic placentas. The individual changes are known to all, yet most of us are without precise information as to how often these -changes are found in the placenta, and to what extent they are pathognomonic of syphilis. In other words, it is necessary to have some idea of the diagnostic worth of' these changes; for we may sometimes wish to use the placenta as a, means of diagnosing fcetal syphilis, when other means,'such as the presence of spirochaetes in the foetal .organs, or foetal chondro-epiphysitis, are not available.
Section of Obstetrics and Gynacology
The changes commonly described in the syphilitic placenta may be divided into three: (1) Naked-eye appearances, (2) the ratio of the weight of the placenta to the weight of the feetus, and (3) the histological changes.
(I) NAKED-EYE APPEARANCES. I defy anyone to proclaim a placenta syphilitic from the most, careful naked-eye examination. In my experience there are no particular naked-eye changes in syphilitic placentas, nothing to distinguish them from many other placentas. I feel it important to emphasize this because even nowadays there is a good deal of loose talk about the appearance of the syphilitic placenta. One hears or reads such statements as: " The placenta was, from its appearance, obviously syphilitic." The appearances which are wrongly supposed to denote syphilis are voluminous cotyledons, deep sulci, pale placental tissue, grey and greasy maternal surface, unusual softness and friability. Some of these appearances may occasionally be seen in syphilitic placentas, but they are just as commonly found in other conditions.
(II) WEIGHT-RATIO OF THE PLACENTA.
In my experience far too much importance has been attached to the increased weight of the syphilitic placenta. It is true that, if the mean of a number of cases be taken, the mean ratio for syphilis is less than the mean ratio for non-syphilitic cases. But such increased weight is by no means constant nor is it peculiar to syphilis. This is well shown in the following tables. I should state that all the ratios have been worked out from cases of foetal death, so that the mean ratios for the non-syphilitic cases probably do not represent the mean ratio for the normal placenta and fcetus. The placentas were weighed after the amnion, chorion and umbilical cord had been removed. Table I shows the mean ratios for fresh and macerated nonsyphilitic foetuses respectively: (a) The mean for all foetuses, (b) the means when the foetuses are divided into three weight groups. The mean for fresh and macerated foetuses is much the same. The weight grouping shows that the ratio becomes progressively higher as the weight of the foetus increases; that is to say, the placenta is relatively heavy in premature foetuses. This is an important point to remember when considering the heaviness of the syphilitic placenta, for syphilitic foetuses are nearly all premature. 38 Normal, 80 ... ... , , , , , , 4 Table II shows the mean ratios for cases of foetal syphilis: (a) The means for all foetuses, (b) the mean when the foetuses are divided into weight groups.
In Table III are displayed all together the, ratios for fresh and macerated non-syphiliiic, and for syphilitic, foetuses, both for total foetuses and for foetuses divided into weight groups.
Examination of these tables shows that there is not a very great difference between the ratios of syphilitic and non-syphilitic foetuses. The real test of the worth of heaviness of the placenta as a sign of syphilis is best got by arranging the ratios in tables showing their frequLency-distribution amongst foetuses of different weights. I bave done this in Table IV . Two facts emerge which show that heaviness of the placenta is not a sign of great worth in diagnosing syphilis: (1) Amongst the non-syphilitic placentas, a fair number are heavy, their ratios being equal to or less than the mean ratio for the syphilitic placentas.
(2) Amongst the syphilitic placentas, a fair percentage are not heavy, their ratios being equal to or greater than the mean ratio for the non-syphilitic placentas.
I will now consider the exceptionally heavy non-syphilitic placentas, selecting only those whose weight is far above the average-those with a ratio of under 3'6 for foetuses of less than 1,800 grm., with a ratio of less than 5-6 for feetuses of from 1,800 to 3,000 grm., and with a ratio of less than 6 6 for foetuses of over 3,000 grm. in weight.
Under 1,800 grm.
(1) Ratio 2'6. Case of eclampsia. Placenta has interstitial hammorrhages and red infarcts.
(2) Ratio 1P8. Case of general oedema of the foetus. Many former dead foetuses. Villi enlarged and avascular, resembling the syphilitic placenta histologically, but villi lower and more irregular.
(3) Ratio 3 3. Accidental haemorrhage, macerated foetus, placenta contained an interstitial hemorrhage and red infarcts. 1,800 to 3,000 grmn.
(1) Ratio 5 2. Case of placenta provia.
(2) Ratio 3'2. Macerated foetus, Wassermann positive, possibly syphilis.
(3) Ratio 3 8. Macerated foetus. Case of albuminuria of pregnancy. Placenta weighed 700 grm., and was the largest in my series, contained two interstitial hasmorrhages.
(4) Ratio 4'3. Case of accidental haemorrhage. The villi are large and resemble exactly those of syphilis.
(5) Ratio 5'5. Clot, probably ante-mortem, in umbilical vein, otherwise nothing to account for death.
(6) Ratio 5.5. Case of accidental haemorrhage. Many white infarcts and some red.
(7) Ratio 5. Possibly syphilis. Wassermann positive, spleen enlarged, otherwise no signs of syphilis. Villi normal.
(8) Ratio 54. Cause of death unknown. The patient had possibly had syphilis. Villi normal.
Over 3,000 grmn.
(1) Ratio 5,5. General cedema of foetus. Villi large, dense and irregular.
(2) Ratio 5'9. Albuminuria of pregnancy. Summary of these Fifteen Cases, which are very extreme.
(1) Two cases of possible syphilis. Maternal Wassermann reaction positive and foetal spleen enlarged, but no spirochaetes and no chondroepiphysitis. Villi normal. One case in which the mother gave a history of previous syphilis, but no signs of syphilis in mother or foetus.
(2) Six cases of toxaemia of pregnancy, comprising two of albuminuria of pregnancy, one of eclampsia, add three of accidental hm,morrhage. In most of these the placenta showed red infarcts, and some had interstitial hemorrhages.
(3) Two cases of general cedema of the feetus.
(4) One case of placenta pravia.
(5) Two cases of difficult labour, with foetal cerebral haemorrhage, and one case in which the cause of death was unknown. Taking now the syphilitic placentas, which are not especially heavy, we see from the Table that there are six of under 1,800 grm. with a ratio of 6 or more, and six of over 1,800 grm. with a ratio of 8 or more. That is, out of thirty-four syphilitic placentas, twenty-two, or 65 per cent., were heavier than normal. Heaviness of the syphilitic placenta is not constant, therefore, and is not of great value as a diagnostic sign.> (III) HISTOLOGY OF THE SYPHILITIC PLACENTA.
Of the thirty-seven feetuses whose tissues contained spirochoetes the placentas were examined microscopically in twenty-six;. The histological points which have been noted as characteristic of syphilis; but which were not found in all of these twenty-six placentas, are:-(1) A uniform increase in the size of the villi, resulting in their being more crowded together than normally and implying a corresponding reduction in the size of the intervillous spaces. This change is due to an increase in the amount and density of the stroma, the collagen fibres being more numerous and the cells more abundant and closely packed.
(2) A greatly diminished vascularity of the villi. The blood-vessels are usually absent: when present they are greatly diminished in number and size. The walls of the vessels, when present, are not altered: they still appear as fine endothelial-lined channels in the stroma.
These changes (fig. 2 ) sometimes affect the whole placenta uniformly, and sometimes only partially. The villi coming from one or more main chorionic stems may be affected, whilst others escape, healthy and changed villi being seen side by side in the same section. It is obviously absurd to diagnose syphilis from the discovery in a section of a few isolated large, dense, avascular villi. Furthermore, it is obvious that little help may be got from one section: either one very large section or several small ones must be used. So far as my observations have gone I have not found special changes in the blood-vessels of the placenta. It is commonly stated that the vessels of the villi in syphilis are obliterated by an endarteritis. I have never observed th?s. What vessels there are reveal themselves as little circular collections of endothelial cells, their walls are not increased in thickness nor have the endothelial cells multiplied.
The explanation of the avascularity of the villi in syphilis, I believe, is that the terminal villi have never been properly vascularized by the downgrowth of blood-vessels, and not that the villi have become idevascularized by a later obliteration of the vessels.
I have one other point to mention-the occurrence of a small roundcelled infiltration of the stroma of the villi, indicating an inflammatory change. In a few sections, at long intervals, I found places where neighbouring villi had coalesced and where the stroma was infiltrated with small round cells. These appearances were exceptional and must await further observation.
In five sections I found a little node composed of leucocytes, three times lying in the thick chorionic membrane and twice in the decidua. They all occurred in syphilitic placentas. If these were tiny gummata, -they would be of material aid in diagnosing placental syphilis (figs. 3, 4). According to the completeness with which these changes were found in the twenty-six syphilitic placentas I have examined, the placentas were grouped into three classes: (1) Typical, (2) suspicious, (3) negative or normal. When the changes are perfectly developed and uniformly distributed they are easily recognizable. But where the distribution of enlarged villi is patchy, or where the blood-vessels are only moderately diminished, the diagnosis is extremely difficult and it is only safe for those who are in the habit of regularly examining placental sections to give an opinion. For the changes do not consist in the formation of foreign tissue elenments, or of rearranged structure; they are simply exaggeerations of the normal, and it is sometimes difficult to decide between what is only a physiological abnormality and a really pathological change. The two are not separated by a, sharp line. A series of control sections is of great assistance. Results are shown in Table V. In the same table are shown the results obtained from the examination of the placentas of ninety-one spirocha%te-negative foetuses. Taking now the latter, I will examine the details of the cases from which the " typical " or " suspicious " sections came. The results give strong support to the reliability of the placental histology for the diagnosis of syphilis.
From this small series it can be stated that the diagnosis of syphilis from a typical section will be correct in 90 per cent. of cases. Thus, a typical section is highly reliable. I will next consider the " suspicious " sections, amongst the spirochete-negative faetuses. In one the Wassermann reaction was positive in the mother: the foetus was killed during a breech-labour by cerebral haBmorrhage . there was no other evidence of syphilis and the case has not been classed as such. Two were cases of general feetal cedema. The interesting point comes out in the remaining seven-all were cases of toxaemia of pregnancy-accidental haemorrhage or albuminuria of pregnancy, or both. The results forthcoming from " suspicious " sections can be thus summarized: In the microscopical examination of
